An approach to blocking the posterior femorcJ! cutaneous nerve at the point where its branches emerge from below the medial border of gluteus maximus is described. This is located by inserting the needle at a point one quarter of the distance from the ischial tuberosity to the greater trochanter in the gluteal fold and then feeling two distinct losses of resistance as superficial and deep fascia are penetrated with a short-bevelled needle.
The posterior femoral cutaneous nerve is not usually blocked specifically but may be blocked with the sciatic nerve by the posterior approach as the nerves emerge from the greater sciatic notch. The block to be described has been developed primarily for use in burn patients who are having donor skin for grafting taken from the back of the thigh.
The posterior femoral cutaneous nerve is derived from the ventral rami of the first, second and third sacral nerves. It emerges from the greater sciatic foramen distal to piriformis and descends deep to gluteus maximus in company with the inferior gluteal artery. Three or four gluteal branches emerge below the lower border of gluteus maximus and turn upwards to supply the skin covering the lower and lateral part of that muscle. The main branches supply the skin of the back and medial side of the thigh, the popliteal fossa and may reach the upper part of the back of the leg. The perineal branch supplies the skin of the upper and medial side of the thigh and so on to the scrotum or labium majus. It is usually blocked when a pudendal nerve block is performed. Figure 1 shows that deep to gluteus maximus the nerve divides into branches diverging medially away from the sciatic nerve which is then in a separate fascial canal. The branches gradually separate and emerge along the lower medial border of gluteus maximus at the level of the gluteal fold, about one quarter of the distance along a line from the ischial tuberosity to the greater trochanter. At this point the branches are covered by superficial fascia and then a dense, thick fibro-fatty layer of deep fascia. They cross a potential space between this layer and the deeper muscles. Anaesthesia and intensive Care, Vol. 14, No. 4, November, 1986 This block can be performed prone or in the supine position with the leg raised perpendicularly. The ischial tuberosity and greater trochanter are located. A point between these, one-quarter of the distance from the ischial tuberosity in the gluteal fold, is located. After preparing the skin with antiseptic solution a short-bevelled needle is inserted. A loss of resistance is felt as the superficial fascia is penetrated. The needle is advanced further through the next thick fibro-fatty layer. In this layer it is difficult to inject. When the needle emerges on the deep surface a second loss of resistance may be felt and injection of the local anaesthetic is easy. It is in this space that the branches of the posterior femoral cutaneous nerve emerge at the lower medial border of gluteus maximus. Injections of 10-20 ml in this space should bathe the nerves and anaesthetise them. Injection into this space is painless.
The authors have performed this block on each other with 0.25070 bupivacaine. A central area of more intense blockade surrounded by an area of less intense analgesia was obtained ( Figure 2) . More than ten patients having split skin grafts taken from the area supplied by the Anaesthesia and Intensive Care, Vol. 14, No. 4, November, 1986 FIGURE 2.-The area of anaesthesia provided by this block on the authors (xxx). There is an outer rim of less intense anaesthesia ( .... ).
posterior femoral cutaneous nerve have had good postoperative analgesia provided by this block.
